This study examined the barriers and facilitators of HIV counseling, testing, and referral service (HIV CTR) acceptance among 278 youth aged 12-24 years old. Participants completed a questionnaire before health education sessions with trained counselors. Information was collected on individual characteristics, HIV testing acceptance, risk behaviors, reasons for having never been tested, and what would make it easier to get tested for HIV. Ninety percent of the respondents were minority and 52% were female with an average age of 15 years. Highrisk minority youth who had never received HIV CTR listed low perception of risk and never having been offered a test as reasons for not having been tested. Increased availability of oral and rapid testing methods as well as free testing services were listed as facilitating their acceptance of HIV testing. Older youth aged 18-24 years reported that HIV tests in which results can be received rapidly and confidentially would encourage them to obtain HIV testing services. Early identification approaches should be tailored to increase the access to and acceptance of HIV-testing services among the adolescent and young adult populations.
INTRODUCTION D ESPITE OUR PREVENTION EFFORTS, from
2001-2004 the number of HIV/AIDS cases has increased among adolescents aged 13-24. 1 Furthermore, the majority of young people remain unaware of their HIV status. 2, 3 Additionally, the estimated number of total diagnosed AIDS cases through 2003 in the United States is 929,985, with youth ages 13-24 accounting for 38,490 cases. 4 It is likely that most adults were infected as adolescents or young adults 5 because the duration from HIV infection to onset of AIDS is, on average, 10 years.
Because adolescents and young adults are at the center of the HIV/AIDS pandemic in terms of transmission 6 and early knowledge of HIV infection is an important component in controlling the spread of HIV, 7 it is important to develop early identification approaches that motivate this vulnerable population to accept testing while decreasing the structural barriers that prevent access to these services. To date, the current literature has focused on the promotion of HIV counseling, testing, and referral services (HIV CTR), increasing the effectiveness of individual HIV CTR interventions, and finally structural changes in the delivery of HIV CTR.
To promote HIV CTR services, some investigations have focused on the identification of predictors to HIV testing, [8] [9] [10] [11] [12] [13] [14] while others have studied how social marketing concepts can be applied to increasing acceptance of HIV CTR. [15] [16] [17] Other randomized controlled trials also demonstrated that for persons at increased HIV risk, certain individual prevention counseling approaches were found to be effective in reducing high-risk behaviors and newly acquired sexually transmitted infections. [18] [19] [20] To a lesser degree, structural changes have also been investigated. Cason et al. 21 described the influence of laws on sexually transmitted infection (STI)/HIV risk behaviors and prevention services (i.e., laws on STI screening, namebased STI and HIV reporting, HIV partner notification). Routine HIV testing for pregnant women has shown to lower vertical transmission rates. 22, 23 Providing increased access to rapid testing has the potential to increase HIV testing acceptance among teenagers. 24 The purpose of this study is to determine the deterrents to accessing HIV testing and the facilitators to increase acceptance to HIV CTR services in order to design more effective early identification approaches. This paper is unique because it focuses on minority youth in a high seroprevalence area who have never before accepted HIV CTR services. Information from a young, mostly untested population where HIV infection is significant can improve the ability of HIV CTR programs to recruit and meet the needs of their target population, as well as address structural barriers to testing.
MATERIALS AND METHODS
This study was a cross-sectional survey of youth 12-24 years of age. Youth received standardized HIV/STI health education sessions followed by the offering of anonymous or confidential HIV CTR services. All 278 youth who were approached chose to participate in the youth-friendly education sessions, which occurred in 24 locations throughout the state of Maryland from January to July 1999. All sessions were led by trained health counselors from a Maryland state-approved HIV CTR ambulatory unit, and occurred in venues such as public schools, youth recreation centers, and within university and county health clinics. The questionnaire was administered to participants in groups of 5 to 10 youth prior to the initiation of the health education sessions. The study's purpose and informed consent process were explained to youth prior to their voluntary participation in the questionnaire and the health education activities.
Youth did not receive any incentives for their participation.
Data and analysis
Youth answered questions related to demographics, living situation, and risk behaviors, as well as reasons for not having received an HIV test and what would make it easier to be tested for HIV. The questionnaire was developed by Dr. Peralta through extensive pretesting with adolescents in both clinical and community outreach settings, and included the use of focus groups and interactive individualized teen critiques. Anderson's access to care model was used to guide the theoretical framework of this study and in the development of the study measures. 25 In this study, predisposing factors included age, gender, ethnic group, living situation, and need variables related to risk exposure for HIV infection. Factors that facilitate or hinder the acceptance of HIV testing are the main interest of this study. In other words, what reasons youth gave for having never been tested for HIV and what would make them more willing to accept HIV CTR services.
Participant demographics are listed in Table  1 . Age was coded into three groups: 12-14 years, 15-17 years, and 18-24 years. These age groups were used so data could be examined developmentally and categorically. Ethnicity was described as minority and white, since our sample was 85% African American, reflecting the focus of our health education efforts. Living situation was defined as either "living with one or both parents" or "any other living situation."
Because most participants lived in Baltimore City, the zip code of residence was recoded as either "Baltimore City with surrounding suburbs" or "other locations in Maryland." The site of data collection was defined as either a clinic, primary care setting, or community outreach site.
Participants were also asked about their HIV testing experience. Those who reported having never been tested before (n ϭ 196) skipped to a series of seven statements outlining reasons for why they had never been tested for HIV. Reasons listed included not having been offered one, being too upset about a positive test to find out, and not wanting anyone to know if you have HIV.
In addition, the test itself was sometimes listed as a deterrent (blood draw, having to pay for it, and having to wait for results). Some youth stated other things were more important than getting tested, they did not feel they could have HIV, or some other reason was given. Youth were also asked what would make it easier for him/her to get an HIV test. Responses included: if the test could be taken at a convenient location, if the youth could talk with someone and/or another teen about HIV, if he or she could talk to a counselor about risk, if the test results were kept confidential, if there were treatments/medication for HIV, if saliva could be used versus blood for the test, if results could be obtained in 10-15 minutes, if the test was free, or some other reason.
Risk exposure for HIV infection was asked of all respondents regardless of whether or notthey had been tested. A list of six yes or no questions were prefaced by the statement, "Have you had sex with": a man (n ϭ 52), a woman (n ϭ 76), a person with HIV/AIDS (n ϭ 13), sex while using drugs (n ϭ 14), sex for drug money (n ϭ 3), and/or were you the victim of sexual assault (n ϭ 8). The large majority of responses were from males reporting sex with a woman or females reporting sex with a man. We coded risk behaviors as a dichotomous variable that compares no risk exposure to having indicated any of the risk behaviors.
Frequencies and percentages were reported for both the individual background characteristics and HIV testing experience. 2 was used for motivators of testing and age category differences, and odds ratios and logistic regression were used to test for gender differences.
RESULTS
The median age for the entire sample was 14.5 years (range, 12-24), with females on average the same age as males ( Table 1 ). The majority of the youth were aged 12-17 years (fe-PERALTA ET AL. 402 Both of these differences may be due to the tendency of males to overreport their sexual activity 26, 27 and that females are more likely to seek medical care. 28 Of the total youth respondents (n ϭ 278), 70.5% (n ϭ 196) reported never having had an HIV test ( Table 2 ). The most common reason given for not having been tested was never having been offered (62.8%). Half (54.1%) of those never tested said they did not get tested because "you don't think you could be HIV positive," because they "don't feel sick," or they "don't feel that you are at risk for having HIV." There was typically a variety of responses from participants, with 41.8% citing only 1 reason, 44.4% 2-3, and 13.9% 4-7 reasons (mean ϭ 2.08, standard deviation [SD] ϭ 1.23).
Specifically examining the age categories by motivators for testing among all youth previously tested and not, Table 3 shows that overall, participants who were 18-24 years old were more likely than younger participants to say that convenient location (63.8%), using saliva or urine versus blood for testing (68.3%), and rapid testing (90.2%) would improve the likelihood of their receiving an HIV test. The two groups of older participants (15-17 years and 18-24 years) who had been tested for HIV previously (50.0% and 88.5%, respectively), as well as those never tested (53.7% and 93.3%, re- spectively), listed rapid testing as a facilitator for getting tested. Youth were then asked to identify what would make it easier to get tested for HIV ( Table 4 ). The majority of the respondents (56.1%) reported having the HIV test offered to them for free would make it easier to get tested. Only having to wait 10-15 minutes to get results versus 1-2 weeks was reported by 45.7%. And approximately 40% of the youth listed taking the test at a convenient location, and having the ability to speak with someone about the test, as a motivator for testing.
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For those youth who had never been tested, this study also analyzed motivators for receiving testing among other study variables (Table  5 ). Over half of those listing any risk factors (55.7%) compared to 39.3% reporting no risk factors, stated that using their saliva or urine instead of blood would make it easier to get PERALTA ET AL. 404 
DISCUSSION
Examining barriers and motivators to youth receiving HIV CTR is imperative for tailoring recruitment and prevention efforts, especially among a hard-to-reach minority youth population who carry a large burden of new HIV infections.
Increasing the numbers of youth receiving HIV CTR can lead to substantial benefits by lowering risk, improving access to care, and strengthening overall prevention efforts. The HIV pandemic is drastically effecting our youth in terms of HIV incidence as well as deaths from AIDS; 29 investigating the enabling factors to receiving HIV CTR services, as described in this study, can provide important knowledge for increasing the numbers of youth who are tested, those who are identified as newly HIV infected, and link them to care.
It was troubling to see that 70.5% of the youth in this study had never received an HIV test, especially considering that, of these, 30.6% (n ϭ 44) of females and 56.4% of males (n ϭ 75) reported one or more risk factors (Table 1) . The most common reason for not having been tested was never having been offered (62.8%, Table 2 ), even though 23.7% of those who had never been tested were recruited from a clinic or primary care facility, in which case an opportunity was missed. This illustrates a lack of communication concerning HIV risks and importance of HIV testing between youth and their health care providers, and signals a need for making HIV testing routine in all medical settings for youth. Recent Centers for Disease Control and Prevention (CDC) guidelines support this finding. While previous CDC initiatives recommended HIV CTR for those living in areas of high seroprevalence and for those at risk for HIV in low seroprevalence areas, current guidelines entitled "HIV Prevention: New Strategies for a Changing Epidemic," expand upon the old and include offering HIV CTR in all settings, regardless of the seroprevalence of the area, as part of routine medical care on the same voluntary basis as other diagnostic and screening tests. 30 Fifty-four percent of those never tested said they did not think they could be HIV positive because they "don't feel sick" or "don't feel that you are at risk for having HIV" ( Table 2 ). For those reporting risky behaviors, this could show that prevention messages are either not being tailored correctly, or are not reaching the target audience of minority youth in high seroprevalence areas. One study among Hispanics adults in the United States showed that the most common barrier to not being tested for HIV was not considering oneself to be at risk (75%) 31 while another study indicated that compared to whites who had been tested, Hispanic, blacks, and other minority populations were less likely to know that treatment for HIV exists. 32 Failure to address risk behaviors and seek HIV CTR because of self-perceived health and/or denial has been identified in current literature as a risk factor among several adoles- 35 and other high-risk populations. 36 Rapid testing (results given in 10 to 15 minutes for this study), using saliva versus blood, 37, 38 and talking with someone about HIV and testing 8, 39 are factors found in this study and others that would encourage persons to be HIV tested. Fifty-five percent (n ϭ 108) of youth in our study who had never been tested before reported rapid testing as a facilitator for receiving HIVCTR. In addition, those never tested previously had a tendency to report involvement in one or more of the risky behaviors (67.2%, Table 5 ). Based on a youth HIV testing preference study, an oral collection device with a rapid saliva test was the most highly preferred test method among adolescents. 24 The Food and Drug Administration (FDA) approved one such device, the OraQuick ® rapid HIV test (OraSure Technologies, Bethlehem, PA) for oral fluid in 2004 40 several years after this survey was conducted. OraQuick ® testing is conducted much faster and in a less invasive fashion than other methods, thereby significantly increasing the numbers of those who are tested as well as those who receive their test results and posttest counseling. When examining youth in high-risk, hard-to-reach populations who are not being tested, this is extremely important, especially in light of youth directly stating this as a preferred method.
BARRIERS AND FACILITATORS TO YOUTH HIV TESTING 405
Convenient location, confidentiality, and receiving a free test, were additional motivators reported by study youth. It is surprising that the majority of youth who reported convenient location as a motivator were youth living within Baltimore city limits (43.2%, Table 5 ). Because of the high rate of HIV infection within the city, HIV testing programs are most prevalent within city limits. In Baltimore City testing can occur during routine medical visits, some school health fairs, and even bars and clubs where youth hang out. These data may reflect the youth's lack of knowledge of what constitutes a testing site. Alternatively, this finding could result from a testing program's inability to advertise information successfully. Confidentiality has been found as a priority for youth not only concerning HIV testing, 41, 42 but as Ginsburg et al. 43 reports, in any health care setting. Both confidentiality and the availability of free HIV tests should be stressed and incorporated into any health communication project concerning HIV testing directed at youth. Health care providers and educators need to communicate to youth that the majority of testing programs are free and/or are paid for under health insurance if the youth is covered.
This study was limited by the generalizability of the study findings. The sample of youth participants were recruited from convenient locations such as schools, recreation centers, clinics, etc. The youth found at these locations may not be representative of the entire high-risk youth populations in metropolitan areas. In addition, the survey data presented was initially collected in 1999. The data were collected prior to the approval of an oral rapid testing device for usage in the United States.
CONCLUSIONS
High-risk youth 12-24 years of age found in HIV-prevalent areas in Baltimore were recruited to determine their facilitators and deterrents to receiving HIV CTR. The majority of the youth in this study had never received an HIV test before (70.5%) and half of those listed no HIV risk as a reason for the lack of testing. A facilitator for testing among the high-risk youth in this study was rapid testing, and was reported by 55% of youth who had never received HIV CTR, and of those the majority of older youth listed this as a main motivator. Overall the youth in our study also found getting the test for free and ensuring confidentiality and a convenient location would enable their being tested. There are important barriers and facilitators to testing reported by this hardto-reach minority youth population that can improve early identification programs.
